Colonic stents have been used as a method of relieving colonic obstruction since 1991. They are classically inserted in a retrograde fashion via the rectum and are deployed under a combination of endoscopic and fluoroscopic guidance. A unique case is presented where the colonic stent was passed in an anterograde fashion through a recently created cecostomy tube site as a method of palliation to relieve an obstructing hepatic flexure tumour.
T he use of expandable metal stents to relieve colonic obstruction was first reported in 1991 by Dohmoto (1) . The stent is inserted in a retrograde fashion via the rectum and is deployed under a combination of endoscopic and fluoroscopic guidance. Velling et al (2) previously reported the placement of a colonic stent which was facilitated by a cecostomy tube. The guidewire was passed in an anterograde fashion through the cecostomy tube but the stent itself was inserted in the classic retrograde fashion via the rectum. To the best of our knowledge, the present paper represents the first report of this procedure being performed in an entirely anterograde fashion via a cecostomy tube site.
CASE PRESENTATION
An 80-year-old man with a history of class III angina and associated congestive heart failure was referred for investigation of anemia and a positive fecal occult blood test. During colonoscopy, he was found to have a circumferential invasive adenocarcinoma of the distal hepatic flexure. As part of his preoperative workup, he underwent a computed tomography scan which, in addition to demonstrating his colonic lesion, revealed a suspicious mass in his right groin. Shortly after his diagnosis, he presented to the emergency department with worsening abdominal pain, distension and obstipation for two days. Abdominal x-ray revealed a dilated right colon to the level of the hepatic flexure.
Because of his cardiac status, a cecostomy was performed in the operating room. A large Malecot tube (Teleflex Inc, Canada) was inserted into the cecum via a small right lower quadrant incision.
After a short course of observation in the surgical intensive care unit, the patient was transferred to the ward on postoperative day 2. His groin mass was biopsied and showed adenocarcinoma. Due to the presence of metastatic disease and his poor cardiac condition, even on maximal medical therapy, the focus of ongoing management was palliative and no further surgery was planned.
The Malecot tube drained well into an ostomy bag, but it provided a challenge in terms of stoma care, which distressed the patient and was interfering with discharge planning. Four weeks postcecostomy tube insertion, the patient was brought to the fluoroscopy suite for placement of a colonic stent through the cecostomy site.
The Malecot tube was removed. An 11.3 mm PCF Q140L Olympus (Olympus Inc, USA) pediatric colonoscope was passed through the cecostomy tube site and the tumour was visualized (Figure 1) . A thin band of contrast passed through the obstruction when infused via the gastroscope and viewed under fluoroscopy. The scope was used to pass a guidewire through the tumour under visualization with fluoroscopy. The scope was then removed and a 20 mm×90 mm uncovered Wallstent Enteral Endoprosthesis (Boston Scientific, USA) was passed directly through the cecostomy tube site over the BRIEF COMMUNICATION ©2006 Pulsus Group Inc. All rights reserved The patient began passing flatus and stool per rectum on postoperative day 2. The output from the cecostomy site dramatically decreased and only required dressing changes twice a day. The patient continued to have regular bowel movements and was medically stable but remained in hospital for 14 days postprocedure at the request of physiotherapy and occupational therapy; he was then discharged home. The cecostomy site was left open and allowed to seal by secondary intention.
The patient returned to the emergency room several weeks later with an obstruction at the site of the stent. The cecostomy site was almost closed; however, in the fluoroscopy suite, a small catheter was inserted via this site and its position in the colonic lumen was confirmed. The stent appeared to be in good position and no evidence of migration was observed. The impacted stool was easily cleared with multiple litres of diatrizoate meglumine and the patient was discharged home the same day with an increase in his stool softeners. Subsequently the stent remained patent, and at follow-up, nearly six months later, the patient was still alive and under the care of the local palliative service.
DISCUSSION
Up to 30% of patients with colorectal cancer present with an acute large bowel obstruction (3). Traditionally, this was treated with an emergency laparotomy and diverting colostomy or a primary resection with end colostomy. A primary anastamosis was rarely performed because of the high risk of anastamotic complications. This acute surgery also carried a high rate of mortality, estimated to be between 6.5% and 13% (4, 5) . This is partly due to the poor premorbid condition of the cancer patient, who is typically older, malnourished and dehydrated. In addition, the colostomy stoma itself may be a major source of morbidity and decreased quality of life. It also necessitates a second surgery to restore intestinal continuity and, in fact, up to 25% of patients never have their stomas closed (6) . In these cases, intestinal stenting offers an alternative to emergency surgery. It serves to decompress the obstruction, thus allowing time for preoperative investigations. If the tumour is deemed to be resectable, a bowel preparation can be administered and a single-stage procedure consisting of en bloc resection and primary anastamosis can be performed. In one case series, nine patients presenting with large bowel obstruction underwent colonic stenting as a bridge to surgery. All nine patients later underwent a single-stage procedure within two to 11 days. There were no deaths and no anastamotic leaks (7) . In addition, a small case series involving four patients reported laparoscopic resection of a tumour following stent placement, thus suggesting yet another possible advantage of converting emergency surgery into a more elective procedure (8) .
Alternatively, if the tumour is not deemed to be resectable, or the patient is not medically fit for surgery, the colonic stent can serve as a palliative procedure and an emergency colostomy with its potential morbidity and mortality is avoided (9) . A review of the colonic stent literature published in the British Journal of Surgery in 2002 (10) revealed that successful palliation was achieved in 90% of the 336 patients who underwent palliative colonic stent placement for colorectal obstruction.
Most of the reports in the literature have been on left-sided obstructions. However, this technique has been more recently used for obstructions of the proximal colon as well (11) .
Previous reported cases of stent placement for right-sided colonic obstruction involved the stent being passed in the classic retrograde fashion via the rectum (11) . These cases can be quite challenging due to the length and tortuosity of the colon. While we considered using this technique, we were ultimately unable to do so because a long delivery system, capable of reaching the hepatic flexure, was not available at our institution. Thus, it was decided instead to proceed in an anterograde fashion via the cecostomy tube site.
Here we have presented a unique method for stenting right-sided lesions in an anterograde fashion through the use of a cecostomy tube site. 
